Background: Patient satisfaction is known to positively influence patients' compliance with medical advice. In Africa, and specifically Uganda, this interaction has rarely been put to scientific inquiry. This study aimed to determine the level of patient satisfaction and identify factors influencing satisfaction with medical consultations among adults attending Mulago Assessment Centre. Methods: This was a quantitative descriptive cross-sectional study where 384 respondents were interviewed using a structured questionnaire adapted from the Medical Interview Satisfaction Scale (MISS-21) with a four-point Likert scale. Patient satisfaction was measured using four dimensions namely: information provision, clinicians' communication skills, perceived consulting time and patient's confidence in the clinician. Respondents' mean scores were categorised as satisfied or dissatisfied. Multivariate linear regression analysis assessed the effect of independent variables on the regression factor score of the dependent variable. Significance level was set at p < 0.05. Final data analysis was done using STATA version 11.0. Results: Of the sample, 53.9% were satisfied with the medical consultation. Patients' average scores showed lowest satisfaction for information provision (2.7 points) compared with communication skills (3.22 points), patient confidence in the clinicians (3.22 points) and consultation time (3.05 points). Being older, employed, living further away from the health centre and frequently visiting the centre were positively associated with patient satisfaction. Conclusions: Patient satisfaction was largely affected by interpersonal factors. This highlights the need for training of clinicians on the importance of adequate information provision, good communication skills and technical competences like thorough examination of patients and relieving worries about illness during the consultation.
Introduction
Interpersonal violence is a major health issue, and the injuries are potentially avoidable via intervention strategies. 1 Interpersonal violence is defined by the World Health Organisation (WHO) as the intentional use of physical force or power, threatened or actual, against oneself, another person, or against a group or community, which either results in, or has a likelihood of resulting in injury, death, sexual health problems, psychological harm, mal-development or deprivation. 2, 3 From this definition it can be seen that the effects are far reaching. More than 1.6 million people die each year as a result of interpersonal violence. Interpersonal violence has cost South Africa (SA) around 1.0 million (6.5%) of all disability life years. 4 The costs of health care due to these injuries negatively affect economic growth. 5 Being a young male has been identified as a risk factor for violence 6 with male homicide rates being about three times that of females. 3 For every young person killed by violence an estimated further 20% to 40% of victims sustain injuries that require treatment in a hospital. 3 There is an increase in violence-related injuries over weekends, with a decrease towards midweek. 7, 8 Some studies indicate a seasonal variation explained by the increase in social interaction during the warmer periods, thus resulting in more violencerelated injuries. 9 However, a study in the United Kingdom found no seasonal pattern in interpersonal violence. 7 Particular points in the year, public holidays, pay dates and sports events have an increased number of interpersonal violence incidents. 7
During intimate partner violence and sexual assault, feet, objects and fists are most frequently used, while in the case of individual violence weapons such as knives and firearms are used. 3 Male and female victims present with different types of injuries. 10, 11 Contusions are more common in females because women are subjected to blunt trauma, strangulation or being physically forced against a wall or floor. 10 Fractures sustained during an assault are commonly nasal (29%), dental (27%), mandibular (6%) and zygoma bones (3%). 10 Wounds of the upper limbs have been described as being probable defensive wounds; studies have shown that predominantly females incurred injuries on the upper limbs. 10, 11 Burn injuries due to interpersonal violence are common in developing countries. 12, 13 Alcohol is a risk factor for violent behaviour. 14 SA has been described as having the highest rates of interpersonal violence-related burden in the world. 15 Audits of injuries in SA showed a male predominance of patients presenting to the emergency department with violence-related injuries. 13 In Gauteng injuries from violence predominantly occurred on Saturdays and Sundays. 16, 17 Violent behaviour was also noted to be frequent during festive periods and often occurred in public places. 18 Violent deaths in SA were found to occur chiefly between 20h00 and 01h00 (27.2%), or between 01h00 and 03h00 (10.6%). 8, 16, 19 Recent studies on deaths due to interpersonal violence in Gauteng show an increase in violent deaths over the months of August, September and December. 16, 20, 21 South Africa's homicide rates peak in males aged

Older adults in Botswana
The 2013 Botswana AIDS Impact Study (BAIS IV) 1 gives the HIV prevalence rate for older adults (50 years and over) as 26.3% for those aged 50-54; 22.8% for those aged 55-59; 20.9% for 60-64; people below 50 years of age and little is known about the knowledge of HIV and AIDS and sexual practices of the older adults that make them vulnerable to HIV infection. Normal ageing changes such as a decrease in vaginal lubrication and thinning of vaginal walls can put older women at higher risk for 
Introduction
It is doctors' responsibility to fulfil the medical needs and expectations of their patients, but achieving this is becoming increasingly difficult. In 2009, Mahmud stated that 'The doctorpatient relationship is central to the practice of medicine and is essential for high-quality health care in the diagnosis and treatment of diseases. ' 1 According to members of the Medical Professionalism Project, 2 'In these circumstances, reaffirming the fundamental and universal principles and values of medical professionalism becomes all the more important' . It is for this reason that the project 2 was launched in order to aid medical professionals in their efforts to act appropriately in the medical environment. The Charter on Medical Professionalism, its principal product, consists of three fundamental principles that create the basis for the core of the charter, a set of 10 commitments. 'Commitment to professional responsibilities' is one of the commitments of the charter. It includes, inter alia, the way doctors dress and conduct themselves during a consultation, factors that can affect the doctor-patient relationship and the patients' confidence in their doctor (unpublished lecture notes; Myburg J. The Doctor and the Environment, February 19, 2013). By abiding by these principles and remembering their responsibilities, doctors not only improve their interactions with patients, but also improve the healthcare system as a whole. 2 Universally, white coats are associated with the medical profession. 3 A systematic review by Petrili et al. 4 included 30 studies from 14 countries, involving 11 533 patients in a variety of medical settings. In 60% of these studies formal attire and white coats with other attire not specified were patients' preference, more commonly in older patients and in studies conducted in Europe and Asia. A study in Japan found no difference between age groups, gender or region regarding the overall preference for white coats. 5 A Brazilian study found a patient preference for white clothing for doctors. 6 A small study in Hawaii found that, although by a small margin, patients did not prefer white coats. They approved of scrubs and blue jeans, but disapproved of slippers or shorts. 7 With changing societal norms, tattoos and piercings have become more common, but patients do not find these acceptable for healthcare workers. 6, 8 The manner in which doctors introduce themselves as well as the manner in which they address patients are equally important. Studies have shown that most patients prefer being addressed by their first name and for the doctor to be introduced by their full name and title, all the while wearing a smile on their face. 9, 10 Practices have had to keep abreast with advances in technology. 11 Computers are used in consultations as a means of history-and note-taking, and when access to the Internet is possible, they provide an easily accessible and efficient way of acquiring information about a condition, medication or prognosis. Their use has become so widespread that in a document providing consultation skill tips for new GP registrars when starting off in general practice, the strategic use of the computer in the consultation is one of the aspects covered. 12 The computer is considered the third party in the consultation. 13 In a qualitative study among family physicians, three distinct practice styles
Ethics is a discipline of thought and study regarding the moral principles of human behaviour. In the medical context it focuses on the protection of the interests, freedoms and well-being of patients. 1,2 Codes of Ethics are profession-specific guidelines for members of that profession to make responsible ethical choices and to encourage self-regulation and high levels of professional integrity. 3 These codes should not merely be viewed as a set of legal rules, regulations and/or guidelines, but also as educational and informative instruments that can influence the ethical behaviour of practitioners and assist them in the actual decisionmaking process. 3 However, the codes in themselves do not prevent unethical behaviour. Personal and professional integrity motivates health practitioners to maintain and develop high levels of ethical professional conduct as well as to stay abreast of the latest clinical skills and advances through continuous professional development activities. 4
There is an increasing demand by the public to hold health-care providers liable for unprofessional conduct and as such they may lodge a complaint with the Health Professions Council of South Africa (HPCSA). In South Africa, the HPCSA is a statutory body that was established in terms of the Health Professions Act (No. 56 of 1974) to regulate the behaviour of health professionals, and which is committed to serving and protecting the public and offering guidance to registered health-care professionals. 4 The HPCSA provides a process through which the public can lodge complaints of an ethical nature against health-care professionals whom they deem to have acted in an unethical way. 8
Within seven days after receiving a complaint, the Registrar of the HPCSA needs to forward the complaint to the health-care professional concerned and request a written explanation from him/her. Upon receipt of the health-care professional's explanation it is then referred to the Professional Board with whom the health-care professional is registered. However, note that health-care professionals may refuse to submit an explanation. A Professional Conduct Committee will hold a professional conduct enquiry in those cases where the Board decides that there are grounds for the complaint. If the professional conduct enquiry finds the health-care professional guilty of misconduct penalties may be instituted. The committee's decision is final, unless either party lodges an appeal. 8
Ethical conduct by health-care practitioners registered with the HPCSA is of critical importance to ensure the highest possible level and quality of health-care services to the public of South Africa. However, some practitioners on occasion fail to uphold these high values and practices, which then result in various forms of harm to patients, medical aid funds and/or the health-care system. As such, a better understanding of recent unprofessional and unethical conduct by medical practitioners can better inform the public, fellow medical practitioners and health-care system officials of problematic conduct areas and/or gaps in current ethics education programmes. In addition, the nature of specific sanctions and/or corrective actions imposed by the HPCSA can raise public trust in the formal mandate of the HPCSA in the Health Professions Act (Act 56 of 1974) to 'serve and protect the public in matters involving the rendering of health services by persons practising a health profession' (Paragraph 3(j)). Ultimately, it is intended to maintain and advance optimal health-care practices that recognise and respect patients' human rights.
The objectives of this study were the following:
• to analyse the case content of all guilty decisions related to unprofessional conduct of HPCSA-registered medical practition-
One of the medical professions that finds it the most difficult for staying in touch with current knowledge is the general practitioner. General practitioners are considered to be 'on the edge' . 1 They are required to have some knowledge of various skills and knowledge. The conversion to the CPD system was to develop the health practitioner as a complete professional, allowing for training in the medical field, ethics, personal health, practice management and medical law. 5 15 among veterans who screened positive for mental health disorders revealed that negative beliefs about mental health care and decreased perceptions were associated with increased stigma and barriers to care. Stigma directed to a person with psychiatric illness is due to lack of knowledge about mental health, negative attitudes towards mental health and discrimination against people with psychiatric conditions. 16 The stigmatising attitudes may vary according to gender or whether someone knows a person with mental illness. 17 Thornicroft et al. 16 recommended interventions that will bring about behaviour change to reduce negative attitudes towards people with mental illness.
Given the high prevalence of mental health conditions in South Africa, there is a need for integrated mental health services at primary health care clinics. 18 Integration of mental health services into PHC is supported by the WHO on the Optimal Mix of Services for Mental Health because the person can be treated as a whole and seeking care is less stigmatised. 19 Integration of mental health into general PHC services ensures that all PHC health workers involved in the management of a psychiatric patient have a shared understanding of the patient's progress and compliance with medication regimens. 20
